Background: Dega pelvic osteotomy is commonly performed procedure in patients with cerebral palsy (CP) undergoing hip reconstructive surgery for hip displacement. However, there has been no study investigating the outcomes after Dega pelvic osteotomy using allograft in patients with CP. This study investigated the outcomes of Dega pelvic osteotomy using iliac crest allograft in CP with hip displacement and the factors affecting allograft incorporation. Methods: This study included 110 patients (150 hips; mean age 8y7mo; 68 males, 42 females) who underwent hip reconstructive surgeries including Dega pelvic osteotomy using iliac crest allograft. To evaluate the time of allograft incorporation, Goldberg score was evaluated according to the follow-up period on all postoperative hip radiographs. The acetabular index, migration percentage, and neck-shaft angle were also measured on the preoperative and postoperative follow-up radiographs. Results: The mean estimated time for allograft incorporation (Goldberg score ≥ 6) was 1.1 years postoperatively. All hips showed radiographic union at the final follow-up and there was no case of graft-related complications. Patients with Gross Motor Function Classification System (GMFCS) level V had 6.9 times higher risk of radiographic delayed union than those with GMFCS level III and IV. Acetabular index did not increase during the follow-up period (p = 0.316). Conclusions: Dega pelvic osteotomy using iliac crest allograft was effective in correcting acetabular dysplasia, without graft-related complications in patients with CP. Furthermore, the correction of acetabular dysplasia remained stable during the follow-up period.
Background
Cerebral palsy (CP) is defined as a group of permanent motor impairment disorders that are attributed to non-progressive disturbances in the brain of a developing fetus or infant. [1] Hip displacement (subluxation or dislocation) is common deformity in CP patients with severe impairment and is associated with acetabular dysplasia. [2] It can lead to pain and severe contractures, resulting in difficulties with perineal care, sitting balance, standing, and walking, as well as reduced quality of life. [3] Severely subluxated or dislocated hip can be corrected by hip reconstructive surgeries including proximal femoral varus osteotomy (FVO), either separately or in combination with several different types of pelvic osteotomy. [4] In patients with adequate sourcil and presence of a triradiate cartilage, reconstruction of the acetabulum using the Dega technique stabilizes the pelvis better than other techniques because it is a stable and incomplete osteotomy, and does not affect the medial cortex of the ilium. [5] Most studies reported the use of iliac crest or femoral autograft as the interposition material for Dega osteotomy. The stability and the maintenance of osteotomy are dependent on the strength of the graft materials. [6] However, patients with CP have the osteoporotic features around the hip joint. [7] When an autogenous bone graft from the iliac crest is used, it may cause growth disturbances in the iliac bone due to splitting of the iliac apophysis, longer operation time, and increased blood loss. [8, 9] Therefore, our institution has been used iliac crest allograft as an interposition material for the Dega osteotomy in patients with CP.
Tricortical iliac allograft bone is widely available, has no donor site morbidity for harvesting, and has similar bone union rates as an autograft. [10, 11] Nevertheless, an allograft poses some concerns about the risk of transmission of infectious disease and graft rejection. [12, 13] However, a bone demineralization process can decrease the rates of disease transmission. [14] Several studies have reported allograft failure after operations on the spine, humerus, tibia and calcaneus. [15] [16] [17] [18] [19] However, to our knowledge, no study has investigated the outcomes after Dega pelvic osteotomy using allograft in patients with CP.
In the present study, we aimed to investigate the outcomes after Dega pelvic osteotomy, using iliac crest allograft in patients with CP. Furthermore, we also investigated the factors influencing allograft incorporation.
Methods

Participants
The inclusion criteria were (1) consecutive children with CP with hip displacement (2) patients who underwent hip reconstructive surgeries, including Dega pelvic osteotomy and FVO from 2003 to 2015, (2) patients with a minimum follow-up of 1 year, and (3) patients who had preoperative and at least two postoperative follow-up hip radiographs. Patients with a history of hip surgery and with inappropriate hip radiographs for assessment were excluded.
Surgical protocol
At our hospital, hip reconstructive surgeries, including Dega pelvic osteotomy and FVO, were performed in displaced hips by two pediatric orthopedic surgeons. Hip reconstructive surgery was indicated in patients with a migration percentage (MP) of more than 33%. For FVO, the osteotomy site at the intertrochanteric level was fixated using a blade plate (Stryker, Selzach, Switzerland) or a pediatric locking compression plate (Depuy Synthes, MA, USA). For Dega pelvic osteotomy, the osteotomy site was widened using a laminar spreader until sufficient coverage of the femoral head was achieved under C-arm fluoroscopy. A tricortical iliac crest allograft was trimmed and inserted into the osteotomy site. Internal fixation of the bone graft was not performed. After surgery, bilateral short leg cast with an abduction bar were applied to maintain hip abduction position for 6 weeks. [20] Thereafter, all patients returned to a local rehabilitation center to begin standing and weight-bearing exercises.
Consensus building
A consensus building session was conducted for the selection of the radiographic parameters; this session included 5 orthopedic surgeons. Previous studies regarding graft incorporation after bone grafting were reviewed, and the Goldberg scoring system was selected. [19, 21] In hip radiographs, graft appearance, bony union at the proximal end and bony union at the distal end, were defined and evaluated. For graft appearance, the score was 0 for resorbed, 1 for mostly resorbed, 2 for largely intact, and 3 for reorganizing. For bony union at the proximal and distal ends, the score was 0 for nonunion, 1 for possible union, and 2 for complete union. [19] The highest possible score was 7 points, which indicated excellent graft reorganization and radiographic union (Fig. 1 ). For our study, radiographic delayed union was defined as a Goldberg score < 6 by 6 months after the surgery.
Additionally, 3 radiographic parameters that were relevant to assessing hip displacement and acetabular dysplasia were selected from previous studies [3, [22] [23] [24] [25] . These were the neck-shaft angle (NSA), MP, and acetabular index (AI) on hip radiographs (Fig. 2) .
Reliability testing and radiographic measurements
To assess the inter-observer reliabilities of radiographic measurements, three orthopedic surgeons measured the radiographic indices including MP, NSA, AI, and the Goldberg score for 36 hips independently. Four weeks after the inter-observer reliability testing, one orthopedic surgeon (JYK) performed the measurements again for 36 hips to evaluate the intra-observer reliability. After the completion of reliability test, he performed the measurement for all preoperative and postoperative follow-up hip radiographs.
Statistical methods
Inter-and intra-observer reliabilities of radiographic measurements were assessed by the ICCs and their 95% CIs with the setting of a two-way mixed effects model, assuming a single measurement and absolute agreement. [26] Prior sample size estimation was performed for reliability testing with a target ICC value of 0.80 and a 95% CI width of 0.2 for 3 examiners. The minimum sample size was 36 hips, using Bonett's method. [27] An ICC value more than 0.8 represented excellent reliability. Repeated measures analysis of variance with a Bonferroni post hoc test was applied to compare the preoperative radiographic measurements to postoperative and final follow-up values.
Bilateral cases were included in this study, thus, a linear mixed model (LMM) and a generalized estimating equation (GEE) were used for statistical analysis. [28] The risk factors for radiographic delayed union were evaluated by a GEE to calculate the adjusted odds ratios (ORs). The annual change in the MP, NSA, and AI was adjusted by multiple factors by using a LMM. R version 3.2.5 (R Foundation for Statistical Computing, Vienna, Austria) and SAS 9.4.2 (SAS Institute, Cary, NC, USA) were used for statistical analysis, and p-values less than 0.05 were considered to be significant.
Results
One hundred ten patients with 150 hips were enrolled in this study. The mean number of follow-up radiographs was 6 per patients (range, 2-15) ( Table 1) .
Inter-and intra-observer reliabilities of all radiographic measurements were excellent (ICC, 0.802 to 0.924) ( Table 2) . MP, NSA and AI were significantly improved after hip reconstructive surgery including the Dega osteotomy (all p < 0.001). AI was not changed at final follow-up (p = 1.000), but MP and NSA had significantly increased at final follow-up (both p < 0.001) ( Table 3) .
The mean estimated Goldberg score was 6 at 1.1 years after Dega osteotomy (Fig. 3) . Twenty-four hips (16%, 4 hips with GMFCS level IV and 20 hips with GMFCS level V) were classified as radiographic delayed union (Goldberg score < 6) at 6 months after surgery. Nine hips (6%, all hips with GMFCS level V) had Goldberg score < 6 at 1 year after surgery. However, all hips showed radiographic union at the final follow-ups and no hips underwent reoperation due to nonunion. There were no cases of bone graft resorption, nonunion, dislodgement, and graft-related infections (Fig. 4) .
GMFCS level was significantly associated with radiographic delayed union (p = 0.001). Patients with GMFCS level V had 6.9 times higher risks for radiographic delayed union than those with GMFCS level III and IV. Other factors such as age, sex, anatomical type and body side were not associated with radiographic delayed union (Table 4) . AI was not increased by follow-up duration (0.2 degrees per year; p = 0.316). However, MP and NSA were significantly increased by follow-up duration (2.5%, p < 0.001 and 2.5 degrees, p < 0.001, respectively) ( Table 5 ).
Discussion
To our knowledge, this is the largest study investigating outcomes after Dega osteotomy and the first study regarding the allograft behavior after Dega osteotomy in patients with CP. This study showed that a Dega pelvic osteotomy using an allograft could not only correct acetabular dysplasia, but also keep it stable over time. Therefore, an allograft can be a good option as the interposition material for Dega osteotomy if a femoral autograft is not available. Additionally, this study found that allograft incorporation in patients with GMFCS Level V There were some limitations of this study. First, only retrospective review of medical records and radiographic assessments were used for evaluating surgical outcomes. However, we believe that allograft behavior can be reflected best by radiographic assessment. Second, all patients were not evaluated until skeletal maturity. However, all hips showed radiographic union at final follow-up without any allograft-related complication. Furthermore, our analysis showed that the correction of acetabular dysplasia remained stable throughout the follow-up duration. Therefore, we think that further follow-up may not be necessary. Thirds, no comparison group that used autograft for Dega osteotomy was included. Therefore, further study comparing the outcomes of allografts and autografts as graft materials for Dega osteotomy is required.
Most of authors used the iliac crest autograft or femoral autograft obtained from femoral shortening osteotomy as a bone graft material for Dega osteotomy and showed good clinical and radiological outcomes in patients with CP and developmental dysplasia of the hip (DDH) ( Table 6 ). [6, [29] [30] [31] [32] [33] [34] [35] [36] [37] [38] [39] [40] [41] [42] [43] [44] [45] Mallet et al. investigated the long-term results after one-stage hip reconstructive surgery in children with CP. [37] They found that correction of AI remained stable postoperatively for 9 years of follow-up. Jozwiak et al. also reported that AI did not show any noticeable changes during the follow-up period after Dega pelvic osteotomy in patients with CP. [31] Our study also showed that AI did not increase during the follow-up period. On the contrary, previous studies have found that both NSA and MP showed a tendency to worsen during the follow-up period after hip reconstruction, including Dega osteotomy, in CP . [31, 37] In addition, Bayusentono et al. showed that MP significantly increased by 2.0% per year in patients with GMFCS level IV and by 3.5% per year in those with GMFCS level V. [24] Our study also showed that MP and NSA were significantly increased during the follow-up period, as reported in previous studies.
Several studies showed good surgical outcome after pelvic osteotomy using allograft for DDH patients. Wade et al. investigated the radiologic results of 147 hips treated for DDH by Dega osteotomy with an iliac crest allograft. [6] They showed that postoperative corrected AI had improved at 2 years of follow-up. McCarthy et al. compared the results of autograft and allograft in 36 hips after Pemberton osteotomy. [46] Almost all of the children with DDH had satisfactory results regardless of graft type, but allograft provided better results than iliac crest autograft in neuromuscular diseases. Kessler et al. also reported that allograft bone could be effectively used in Pemberton osteotomy in 26 hips with DDH or neuromuscular disorders. [47] The authors believed that the immediate stability, owing to the larger size and the mechanical properties of the graft, allowed for earlier rehabilitation.
Patients with CP have low BMD, which is highly correlated with GMFCS levels. Several factors, including physical disability, poor nutritional status, decreased calcium intake, low vitamin D level, prolonged immobilization, sarcopenia, and the use of anticonvulsant, were associated with the low BMD in patients with CP. [48] [49] [50] Moon et al. showed that bone attenuation of the acetabulum and femur neck was significantly Fig. 3 Graph showing the mean Goldberg score according to the duration of follow-up after Dega osteotomy affected by GMFCS levels and degree of hip displacement. [7] Because the osteoporotic features around hip joints in CP may not guarantee the initial mechanical stability of osteotomy site, we had used iliac crest allograft as the interposition material at the osteotomy site. Allograft has been proven to be a good choice of graft in other pediatric orthopedic conditions. Wade et al. showed that all of the allografts were completely incorporated at 6 months after surgery with a mean incorporation time of 3 months in 147 hips treated for DDH by Dega osteotomy. [6] Lee et al. investigated the incidence and risk factors of allograft failure after lateral column lengthening for planovalgus foot deformity. [19] They reported that the mean estimated Goldberg score was 6 at 6 months after surgery and 4% of feet had Goldberg score < 6 at 6 months after surgery. Additionally, reoperation using an autogenous iliac bone graft bone was performed in four feet (1%). In our study, the mean estimated Goldberg score was 6 at 1.1 years after Dega osteotomy and at 6 months after the surgeries, 16% of hips had a Goldberg score of < 6. Furthermore, allograft incorporation in patients with GMFCS Level V was significantly delayed than in those with GMFCS level III and IV. However, no hip underwent reoperation due to allograft failure. We think that the delayed allograft incorporation in our study, compared with previous studies, is due to the underlying CP in the included patients with GMFCS level III to V. On the other hand, Wade et al.'s study included patients with DDH, and Lee et al.'s study included patients with idiopathic planovalgus and ambulatory CP. We think that the delayed allograft incorporation in patients with GMFCS level V compared with those with GMFCS level III and IV is due to the severity of osteoporosis. Therefore, surgeons should remember that the degree of osteoporosis might affect the time to allograft incorporation and pay extra attention to the patients with GMFCS level V.
Conclusion
Dega pelvic osteotomy using iliac crest allograft was an effective procedure in the correction of acetabular dysplasia without graft-related complications in patients with CP. Additionally, the correction of acetabular dysplasia remained stable during the follow-up period. However, physicians should consider that allograft incorporation in patients with GMFCS level V can be delayed compared with those with GMFCS level III & IV. 
